Asthma Progress Note 

Patient Name:_________________________ Date:____________  Chart Number: ____________

Chief Complaint:___________________________________________________________________

HPI:______________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Vital Signs and PE:

Height:________
Weight:________   Temp: _______   HR: ______  RR:________ 
O2Sat:   ________

HEENT:





 CV:
Head: _________________________________
HeartRate/Rhythm: ______________________________

Eyes: __________________________________
Pulses: ________________________________________


Ears/TMS:______________________________
Lungs: 


 

Nose: __________________________________
Wheezing: ______________________________________

Oropharynx: _____________________________
Retractions: _____________________________________

Neck:
ROM/Masses:
______________________  
Skin: __________________________________________








Other:_________________________________________

Gastrointestinal: ___________________________________________________________________________

__________________________________________________________________________________________

Data:  
Peak Flow Today:  ____________         
Peak Flow Goal:  ______________

Spirometry:  _______________________     

Impression:


Exercise Tolerance:


_____same
_____increase
_____decrease


Observed Inhaler Techniques

_____poor
_____fair
_____good


Asthma Severity:

___Mild intermittent (Symptoms <2 times / week) PEF > 80%

___Mild persistent (Symptoms >2 times / week but < 1 / day) PEF 80%

___Moderate persistent (Daily symptoms) PEF >61% - <80%

___Severe Persistent (Continual symptoms) PEF < 60%

Notes:  _________________________________________________________________________

_______________________________________________________________________________

Plan:

___ Medicines _______________________________________________________________

             _______________________________________________________________

            
_______________________________________________________________

___  School management form

___  Asthma action plan discussed and reviewed.  Patient agreed to objectives. 

___  RTC in ___ months, sooner if needed.     ___Group Visit    ___ Individual Visit

Notes: ____________________________________________________________________________

            ____________________________________________________________________________

 Asthma Education Check List

___ Asthma Packet Provided

___ Peak Flow Monitoring

___ Early Warning Signs

___ MDI Technique   


Medications

___ Asthma Triggers


___ Spacer Use


___ Purpose

___ Environmental Controls

___ Inhalation Therapy

___ Dosage

___ Avoid passive smoke/allergens





___ Side Effects

_______________________________________


_____________________________

Provider 







Nurse
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